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Background:

According to the Centers for Disease Control and Prevention, pneumonia and influenza are the sixth leading
causes of death in the United States. The incidence of pneumonia increases with age and approximately 90
percent of deaths attributed to this condition are in the population age 65 and older. Medicare patients with
pneumonia are being hospitalized at the rate of approximately 600,000 per year, utilize over 4.2 million
inpatient days, and account for more than 500,000 emergency department visits each year.

Medicare+Choice (M+C) plans are required by contract and QISMC to initiate two Quality Assessment and
Performance Improvement (QAPI) projects per year, one of which is on a topic chosen by HCFA. For 1999,
the national project was diabetes. For the year 2000, the national project will be community-acquired
pneumonia. For further details M+C organizations (M+CO) are referred to Domain 1 of QISMC.

The purposes of this Operational Policy Letter (OPL) are to: (1) provide M+COs with an overview of the
National Pneumonia Project, (2) identify the quality indicators to be used for the QAPI project, and (3) briefly
discuss plans for the project initiation and implementation. The attachments provided by the National
Pneumonia team provide quality indicators that were primarily developed for use in inpatient settings. Quality
indicator numerators, denominators, and data sources may be modified to be used in MCO settings other than
inpatient (See Attachments I, II, III).

Overview of Pneumonia Project
The main objective of this project is to decrease the morbidity and mortality associated with community-

acquired pneumonia in Medicare beneficiaries enrolled in M+COs. In order to accomplish this goal, a series of
process objectives have been developed which include:

o increase immunization rates for pneumococcal and influenza vaccines,

o increase the number of inpatients receiving timely antibiotic administration,

o increase the use of initial antibiotic therapy consistent with current guidelines,

o for inpatients, increase the collection of blood cultures prior to the initial antibiotic dose, and

J increase the number of hospitalized patients screened for or given pneumococcal or influenza vaccines.

National Pneumonia Project Quality Indicators

Over the past two years, the Health Care Financing Administration (HCFA) has worked with a Pneumonia
technical expert panel whose members include representatives from the American Thoracic Society, the
Infectious Disease Society of America, the Pneumonia Patient Outcomes Research Team, the American
Pharmacy Association, the Institute of HealthCare Improvement, and other influenza/pneumococcal experts.



This panel guided the writing of the final pneumonia indicators based upon a combination of both ambulatory
and hospital based data.

Managed care organizations (MCO) may choose one or more of the national pneumonia indicator(s) from the
list below. In addition to the seven defined quality indicators, HCFA is also interested in exploring other
alternative options with M+COs (as described below). The seven national pneumonia indicators are:

influenza vaccination rates,

pneumococcal vaccination rates,

proportion of patients given an initial antibiotic consistent with current recommendations,
proportion of inpatients who have blood cultures collected before antibiotics administered,
proportion of inpatients with pneumonia screened for or given influenza vaccination,

proportion of inpatients with pneumonia screened for or given pneumococcal vaccination, and
proportion of patients who receive the initial antibiotic dose within eight hours of hospital arrival.
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Alternative MCO 8th Indicator

HCFA is aware of MCO expertise and creativity in the development of ambulatory quality indicators, as well as
their participation in collaborative, community-based projects working to reduce the development of antibiotic
resistant bacteria. If a QAPI project based on these activities should require a quality indicator different from
the above seven, we welcome M+CQOs submission of those indicators for HCFA comment. This alternative
quality indicator must meet the following requirements:

J indicator should affect the MCO’s Medicare enrollees.
J indicator should be measurable.
o indicator should reflect the national pneumonia project goal of reducing morbidity and mortality

associated with pneumonia.

Organizations interested in pursuing this 8th option should contact their HCFA Regional Office (RO) MCO
plan manager.

Credit for Existing Pneumonia Project

In some cases, an organization may already be conducting a project which could readily be modified to meet the
requirements of the national project. Those organizations wishing to utilize an existing pneumonia project for
the purpose of initiating a project in 2000 may do so if they:

(1) follow the requirements of Domain 1 of QISMC, (2) utilize one or more of the National Pneumonia Quality
Indicators (or alternative 8th indicator), (3) use the performance levels found in the year 2000 as the new
‘baseline’ against which the improvement is measured, and (4) initiated the project between January 1, 1999
and December 31, 2000.

Support/Communication for Projects

We encourage M+COs to work in collaboration with their local Peer Review Organization (PRO), as they
proceed with the design and conduct of the pneumonia project. Under the Sixth Scope of Work, PROs are
required to conduct a pneumonia project using the indicators described above. It is to the mutual advantage of
the PRO and M+CO to work collaboratively on their respective projects to promote efficiency, administrative
simplification and reduction of resource burden. The Oklahoma Foundation for Medical Quality has been
identified as the Pneumonia Clinical Area Support PRO, or “CASPRO”, and will serve as a resource to other
PROs in maintaining project staff lists, pneumonia literature and pneumonia intervention data on their web page
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(“www.nationalpneumonia.org.”). Pneumonia data entry and analysis provider software will be available on
the web site in March of 2000. In addition to PRO support, we would also like to alert MCOs about HCFA and
the Centers for Disease Control and Prevention’s (CDC) collaborative immunization intervention project using
standing orders programs to increase adult immunization rates. There is great opportunity to use the evidence-
based standing orders program and intervention materials being developed. HCFA and CDC will work as a
team with representatives from MCOs to discuss implementing this program in MCO settings. More
information will be provided in an upcoming OPL in the next few weeks. In the event that the M+CO chooses
not to utilize the PRO, questions regarding design and implementation should be directed to the HCFA
Regional Office managed care staff.

Please send any questions regarding this OPL/ pneumonia project to your RO managed care staff, or to: Judith
L. Bragdon, MS, RN (410)786-1037 or Stephanie M. Vaughn-Martin, MS, RN, (410)786-6131 in the Center for
Health Plans and Providers, Health Plan Administration.

Attachment [ National Pneumonia Project Final Quality Indicators
Attachment II National Pneumonia Project Overview
Attachment I1I National Pneumonia Inpatient Numerator and Denominator Measures

This OPL was prepared by the Center for Health Plans and Providers.



Attachment 1 - NATIONAL PNEUMONIA PROJECT

FINAL QUALITY INDICATORS

Quiality Indicator Source Exclusions Criterion Met or Acceptable
Alternative
1. Proportion of I npati ent - Transfer fromacute care [Tine frominitial
patients who medi cal hospi t al presentation to any
recei ve the record - No wor ki ng di agnosi s of antibiotic admnistration
initial pneunoni a within 8 hours
antibiotic dose - Receiving confort care
within 8 hours of only
hospital arrival - Initial antibiotic nore
than 36 hours after
adm ssion
2. Proportion of I npati ent - Transfer fromacute care | Non-ICU:
patients given an | nedical hospi t al B-1 act ant nonot her apy
initial record - Hospitalization within (1v)
antibiotic 14 days B-lactam (1V) +
consistent with - No wor ki ng di agnosi s of macrolidet (IV or PO
current pneunoni a Qui nol onet nonot her apy
recomendat i ons - Receiving confort care (I'V or PO
only
- I mMmunosuppr essi on I CU.
(H VI Al DS, systemc B-lactant (1V) +
chenot her apy, or macrol idet (1V)
| eukem a/ | ynphonma) B-lactant (1V) +
- Initial antibiotic nore qui nol onet (1V)
than 36 hours after I f documented R-1actam
admi ssion al l ergy:
Qui nol onet + d i ndamycin
(1v)
Qui nol onef + Vanconycin
(V)
3. Proportion of I npati ent - Transfer fromacute care |Docunmentation that bl ood
pati ents who have | nedi cal hospi t al culture collected before the
bl ood cul tures record - No wor ki ng di agnosi s of date and tinme of
col l ected before pneunoni a admi ni stration of the
antibiotics - Receiving confort care initial antibiotic dose in
adm ni st ered only those patients for whom
- No bl ood culture bl ood cultures are ordered
obt ai ned
4. Proportion of I npati ent - Discharge date January 1 | Docunentation of screening
i npatients with medi cal t hrough Sept enber 30 or adm nistration of vaccine
pneunoni a record - Transfer fromacute care
screened for or hospi t al
gi ven i nfluenza - No wor ki ng di agnosi s of
vacci nation pneunoni a
- Receiving confort care
only
- In hospital death
- Principal diagnosis
487.0
5. Proportion of I npati ent - Transfer fromacute care |Docunentation of screening
i npatients with medi cal hospi t al or adm nistration of vaccine
pneunoni a record - No working diagnosis of
screened for or pneunoni a
gi ven - Receiving confort care
pneunococcal only
vacci nation - In hospital death
6. I nfluenza MCO dat a Recei ved vacci ne
vacci nation rate
7. Pneunococcal MCO dat a Recei ved vacci ne

vacci nation rate

Transfer from another acute care hospital

and the absence of a working

di agnosi s of pneunonia stops all abstraction of information fromthe nedical

record.
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* B-lactans - cefuroxine (Kefurox, Zinacef); ceftriaxone (Rocephin);

cefotaxime (C aforan); cefepinme (Maxipinme); anpicillin-sul bactam (Unasyn);
pi peracillin-tazobactam (Zosyn); impenemcilastatin (Prinaxin); Meropenem
(Merrem
t Macrolides - erythronycin; clarithronycin (Biaxin); or azithromycin
(Zi t hr omax)

¥ Quinolones - ciprofloxacin (G pro); ofloxacin (Floxin); |evafloxacin
(Levaqui n); grepafloxacin (Raxar); sparfloxacin (Zagam; trovofl oxacin
(Trovan)



Attachnment 2 - Nati onal

Mai n Qbj ective

Pneunoni a Project Overview

To decrease the norbidity and nortality associated with
comuni ty-acqui red pneunonia in Medicare beneficiaries.

Process bj ectives

e |ncrease the number of
antibiotic adm ni strati on.

e |ncrease the use of initial
current guidelines.

i npatients who receive tinely

antibiotic therapy consistent with

e Increase the collection of blood cultures prior to the initial

anti biotic dose.

e Increase the nunber of hospitalized patients who are screened

for or given pneunococcal

i nfl uenza vacci nes.

and
e |Increase state wi de inmunization rates for pneunbcocca

i nfl uenza vacci nes.
and

Quality Indicators/Perfornmnce Measures

Quality Indicator

Criterion Met or Acceptable Alternative

1. Proportion of patients who
receive the initial antibiotic dose
within 8 hours of hospital arrival

Time frominitial presentation to any
antibiotic admnistration within 8 hours

2. Proportion of patients given an
initial antibiotic consistent with
current recommendati ons

Non- 1 CU Admi ssi on:
-1 act ant nonot herapy (I1V)

B-lactam (1V) + nacrolidet (I1V or PO

Qui nol onet nonot herapy (I1V or PO
| CU Adni ssi on:

B-lactant (IV) + macrolidet (1V)

B-lactanm® (IV) + quinolonef (1V)

| f docunmented R-lactam allergy:

Qui nol onef + dindamycin (1V)

Qui nol onef + Vanconycin (1V)

3. Proportion of patients who have
bl ood cultures coll ected before
anti biotics adn nistered

Docunent ati on that blood culture
col l ected before the date and tine of
administration of the initial antibiotic
dose in those patients for whom bl ood
cultures are ordered

4. Proportion of inpatients with
pneunoni a screened for or given
i nfluenza vacci nation

Docurent ati on of screening or

admi ni stration of vaccine for hospital
di scharges during the nonths of Cctober
t hr ough Decenber

5. Proportion of patients with
pneunoni a screened for or given
pneunpcoccal vacci nation

Docurent ati on of screening or
adm ni strati on of vaccine

6. Influenza vaccination rate

Recei ved vacci ne

7. Pneunpcoccal vaccination rate

Recei ved vacci ne

* [B-lactans - cefuroxinme (Kefurox,
cefotaxi me (C af oran);
pi peracillin-tazobactam (Zosyn);
(Merrem

Zi nacef);
cef epi me (Maxi pi ne) ;
i mpenemcilastatin (Primaxin);

ceftriaxone (Rocephin);
anpi ci | I i n-sul bact am (Unasyn);
Mer openem




t Macrolides - erythromycin; clarithromycin (Biaxin); or azithromycin
(Zi t hr omax)

¥ Quinolones - ciprofloxacin (Ci pro); ofloxacin (Floxin); |evafloxacin
(Levaqui n); grepafloxacin (Raxar); |omefloxacin (Maxaquin); sparfloxacin
(Zagan) trovofl oxacin (Trovan)

Public Health | nportance

Pneunoni a and |nfluenza are the 6th | eadi ng causes of death in
the United States.' Approxi mately 600,000 Medicare patients are
hospitalized utilizing nore than 4.2 mllion inpatient days each
year.” I'n 1993, nore than $3.5 billion was spent on inpatient
care of Medicare patients with pneunonia.’® Pneunonia is also the
princi pal reason for nore than 500, OOO ener gency depart nent
visits by Medicare patients each year.’ The incidence of
pneunoni a increases with age and approxi mately 90 percent of
deaths due to this condition are in the popul ati on aged 65 and
ol der.

Clini cal Background

Based on a review of nedical evidence and the consensus of an
expert panel, the follow ng principals guided the devel opnent of
the quality indicators

The rel ati onship between early antibiotic adm nistration and

| oner 30-day nortality rate.

Previ ous studi es evaluating the inpact of changi ng processes of
care including the adm nistration of antibiotics within 4 hours
of hospital adm ssion for patients with community-acquired
pneunoni a have denonstrated this relationship.*’ Mst recently,
data fromthe Medicare Quality Indicator System (MJS) pneunoni a
nodul e reveal ed a 15 percent |ower odds of 30-day nortality when
antlblotlcs were adm nistered within 8 hours of hospital

arrival .

The associ ation between bl ood cultures and a | ower 30-day
nortality rate.

Data fromthe MJ S pneunoni a nodul e denonstrated the association
bet ween bl ood cultures within 24 hours of hospital arrival and a
| ower 30-day nortality rate.® Routine blood cultures are
recommended i n guidelines for managenent of connunlty acquired
pneunoni a fromthe Anerican Thoracic Society (ATS) and the

I nfectious Diseases Society of Anerica (IDSA). "~ The energence of
antibiotic-resistant strains of Streptococcus pneunoni ae and the
need for pathogen- dlrected ant|n1crob|al t her apy enphasi ze the
need for routine cultures.

Enmpiric antibiotic selection to provide appropriate coverage for
Strept ococcus pneunoni ae and to cover atypical organisns in
patients who require adm ssion to an intensive care unit.
Streptococcus pneunoni ae represents the nost common cause of
communi ty-acqui red pneunoni a and accounts for approxi mately two-
thirds of cases of bacterem c pneunonia.' Both Streptococcus
pneunoni ae and Legi onel | a speci es™™ are inportant causes of

| et hal pneunonia in seriously ill patients. In addition, the



i nci dence of penicillin-resistant strains of pneunococcus has

i ncreased during the past decade. ™" Enpiric antibiotic therapy
to cover potentially resistant strains of Streptococcus
pneunoni ae and atypical organisns for patients admtted to the
intensive care unit is recommended.

Preventi on of Pneunpbcoccal Di sease and |Influenza
In spite of the fact that influenza and pneunococcal vaccines are
effective™™ and are Medicare Part B covered benefits, they
remai n underutilized.® Strategies for imunization that include

t he recommendati on for vaccination of outpatients and of
inpatients prior to hospital discharge have been suggest ed.

20, 21, 22

Consensus Statenents and Cui del i nes

Gui delines for the managenent of community-acquired pneunoni a
were published in 1993 by the ATS,° the British Thoracic

Soci ety, ® and the Canadi an I nfectious Disease Society.”* In 1998,
the Infectious D seases Society of Anerica (1DSA) published an
evi dence- based gui deline for the managenent of conmunity-acquired
pneunoni a i n i nmunoconpet ent adults.™ Revisions to the ATS and
the I DSA guidelines are currently being finalized by both

or gani zati ons. Recomrendations for adult imunization with

i nfl uenza and pneunococcal vacci nes have been published by the
Advi sory Committee on | mmunization Practices (ACIP).**
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Attachment 3
Nat i onal Pneunoni a Project |npatient Numerator and Denom nat or
Measur es
June 2, 1999

Q #1. Proportion of patients who receive the initial antibiotic
dose within 8 hours of hospital arrival.

I nclusion criteria:
I n sanpl e

Exclusion criteria:
Transfer from another acute care hospital
No wor ki ng di agnosi s of pneunonia on adm ssion
Receiving confort care only
Initial dose of antibiotic adm nistered nore than 36 hours
after arrival
Insufficient or mssing data to assess the tinme between
arrival and first antibiotic dose

denom nator: Nunber in sanple after exclusion and inclusion
criteria applied.

numer at or : Those patients in denom nator who receive any dose

of antibiotics within 8 hours of the time of initial presentation

to the hospital.

Q #2. Proportion of patients given an initial antibiotic
consistent with current recomrendati ons.

Inclusion criteri a:
I n sanpl e

Exclusion criteri a:
Transfer from another acute care hospital
No wor ki ng di agnosi s of pneunonia on admi ssion
Recei ving confort care only
| mmunosuppression (H V/ AIDS, system c chenot herapy, or
| eukem a/ | ynphommg)
Initial dose of antibiotic adm nistered nore than 36 hours
after arrival
Hospitalization within 14 days prior to adm ssion
I nsufficient or mssing data on antibiotic adm nistration,
i.e., no antibiotic admnistration tine recorded

denom nator: Nunber in sanple after exclusion and inclusion
criteria applied.
nunmer at or : Those in denom nator who receive any of the
following antibiotics within the first 24 hours of the hospital
stay:
Non-1 CU admi ssi on:
R-1act ant nonot herapy (1V)

1

R-1actans - cefuroxine (Kefurox, Zinacef); ceftriaxone (Rocephin);
cefotaxinme (C aforan); cefepinme (Mxipine); anpicillin-sul bactam (Unasyn);
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R-1 act ant (V) + macrol i de* (1V or PO
Qui nol one® nonot herapy (I1V or PO

| CU adm ssion within 24 hours of arrlval:
R-lactant (1V) + nacrollde (1V)
R-lactam (1V) + quinolone® (1V)
| f docunented R-1actam all ergy:
Cplnolone (1Vv) + dindanycin (1V)
Qui nol one® (1 V) + Vanconycin (1V)

Q #3. Proportion of patients who have bl ood cultures collected
before antibiotics adm ni stered.

I nclusion criteria:
I n sanpl e

Exclusion criteria:
Transfer from another acute care hospital
No wor ki ng di agnosi s of pneunonia on adm ssion
Receiving confort care only
No bl ood cul tures obtai ned
Insufficient or mssing tine data to assess whet her bl ood
cultures were collected prior to or after the first
anti biotic dose.

denom nator: Nunber in sanple after exclusion and inclusion
criteria applied.

nunmer at or : Those in denonm nator who have a blood culture

col l ected before the first dose of antibiotics given. Includes

patients for whom bl ood cultures are collected prior to hospital

arrival (e.g., physician’s office or outpatient |aboratory).

Q #4. Proportion of inpatients with pneunonia screened for or
gi ven the influenza vaccinati on.

Inclusion criteria:

I n sanpl e

Di scharged during the nonths of COctober, Novenber, or Decenber
Di scharged alive

Exclusion criteri a:
Transfer from another acute care hospital

pi peracillin-tazobactam (Zosyn); inipenemcilastatin (Primaxin); Meropenem
(Merrem

2 Macrolides - erythronycin; clarithronycin (Biaxin); or azithromycin

(Zi t hr omax)

° Quinolones - ciprofloxacin (G pro); ofloxacin (Floxin); |evafloxacin

(Levaqui n); grepafloxacin (Raxar); sparfloxacin (Zagam; trovofl oxacin
(Trovan)
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No wor ki ng di agnosi s of pneunonia on adm ssion
Receiving confort care only
Princi pal diagnosis 487.0 (pneunonia with influenza)

denom nator: Nunber in sanple after exclusion and inclusion
criteria applied.
numer at or : Those in denom nator for whomthere is
docunent ati on of:
a) patient was screened for influenza vaccination
status, OR
b) patient had a docunented allergy to the
vacci ne, OR

c) patient was given the vaccine during adm ssion,

OR
d) there is docunentation that the patient was

referred for or instructed to receive the vaccine

after adm ssi on.

Q #5. Proportion of inpatients with pneunonia screened for or
gi ven the pneunococcal vacci nati on.

I nclusion criteria:
In sanpl e _
Di scharged alive

Exclusion criteria:
Transfer from another acute care hospital
No wor ki ng di agnosi s of pneunoni a on adm ssion
Receiving confort care only
denom nator: Nunber in sanple after exclusion and inclusion
criteria applied.
numer at or : Those in denom nator for whomthere is
docunent ati on of:
a) patient was screened for pneunobcoccal
vacci nation status, OR
b) patient had a docunented allergy to the
vacci ne, OR
c)at the rate of approximately 600, 000 per year,
patient was given t he vaccine during
adm ssion, OR
d) there is docunentation that the patient was

referred for or instructed to receive the vacci ne

after adm ssion.
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